
 

 

PDD Program Line Therapist Information Sheet 

 

 
This form must be completed by each Line Therapist who provides services to the following 

individual: _______________________________________________________________________ 

 

Line Therapist Name: ______________________________________________________________ 

 

 

Line Therapist Address: ____________________________________________________________ 

 

      ____________________________________________________________ 

 

 

Line Therapist Telephone Number: ___________________________________________________ 

 

 

Line Therapist Emergency Number: __________________________________________________ 

 

 

 

Employer Name: __________________________________________________________________ 

 

 

Employer Address: ________________________________________________________________ 

 

         ________________________________________________________________ 

 

 

Employer Telephone Number: _______________________________________________________ 

 

 

 

Service Coordinator’s Name: ________________________________________________________ 

 

 

SC Provider/County DSN Board: _____________________________________________________ 

 

 

Agency Telephone: ________________________________________________________________ 

 

 

Emergency Telephone: _____________________________________________________________ 
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